PROTOCOL FOR THE EVALUATI ON AND MANAGEMENT
O
ACUTE SHOULDER | NJURI ES

| NTRODUCT1 ON:

This protocol is designed to aid the practitioner in the
appropri ate eval uati on and nmanagenent of acute shoul der
girdle injuries. The goal of early evaluation is to
establish a precise diagnosis in order to initiate effective
managenent .

The vast majority of shoulder injuries result from soft
tissue rather than bony injury. Injuries can result from
direct or indirect trauma, or overuse. The affected soft
ti ssues include nmuscles, liganents, and tendons. These
problens fall into major categories; instability and
di sl ocati ons (acrom ocl avi cul ar and gl enohuneral ), rotator
cuff tendon and subacrom al disorders, and periscapul ar
muscl e injuries.

Shoul der pain as a result of cervical spine pathol ogy
shoul d al ways be consi dered and excluded before definitively
determ ning a diagnosis for shoul der pain.

Overuse injuries can present with acute or chronic
synptons and may be the result of acute tendonitis and
bursitis or chronic degenerative conditions. Overuse
injuries of the shoulder include scapular nuscle strain,
rotator cuff tendonitis (inpingenent) and tearing, and
arthritic conditions of the gl enohuneral joint and
acrom ocl avi cul ar joint.

In general, patients with shoulder injuries should be
referred for orthopaedic, physiatric, neurologic, or
rheumat ol ogi ¢ consultation or treatnment under the follow ng
ci rcunst ances:

1. History of radi ographic evidence of joint instability
such as acrom ocl avi cul ar, sternocl avi cul ar, or
gl enohuneral joint subluxation or dislocation.
Significant |ack of active notion and/or weakness.

Evi dence of neurologic injury.
Shoul der fracture.
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5. Significant obvious soft tissue swelling or
echynosi s.

6. Failure of shoulder sprain or strain to denonstrate
progressive resolution of synptons and respond to
appropriate conservative managenent within 4 weeks.

EVALUATI ON:

Eval uati on of shoulder injuries includes detailed
hi story, physical exam nation, and plain radiographs.
Details of prior related conditions, co-norbid nedical
conditions, work history, mechanismof injury, and current
synpt ons shoul d be obtained. A careful physical exam nation
i ncl udes observation, pal pation, and assessnment of active
and passive notion, strength and stability. Significant
acute shoulder injuries should be evaluated with x-rays to
assess acute injury and signs of chronic pathol ogy.
Specific attenpts should be made to diagnose injuries such
as extensive acute rotator cuff tearing that may be best
treated with early surgery.

I NI TI AL TREATMENT:

Initial managenment of nost shoul der injuries includes a
conmbi nati on of the foll ow ng:

1. Non-narcotic anal gesics and non-steroidal anti-
inflammatory drugs, and ice for synptomatic relief.

2. Short-termsling i mobilization

3. Physical therapy for range of notion, progressive
resi stive exercises, and synptom contr ol
Appropriate nodalities include, but are not limted
to, ice, ultrasound, phonophoresis, heat.

Customary and usual therapy docunentation

requi renents prevail. Therapy treatnents nay be

i ndi cated beyond the initial 9 visits, as the
expected healing tinme is 4 to 6 weeks.
Reaut hori zation for continued treatnents shoul d
foll ow the normal requested procedures and be based
on inprovenent in objective neasures. Prol onged
therapy is not indicated if a patient's status is not

i mpr ovi ng.
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4. Corticosteroid injection for overuse injuries.
5. Activity nodification

Initial nmanagenment should continue for 4 to 6 weeks.
Resol ution of synptons and resunption of normal activities
is antici pat ed.

FURTHER EVALUATI ON

| f synptons persist despite a trial of initial
treatnment, further evaluation can be pursued in order to
determ ne a diagnosis. Additional testing includes:

1. CT scan or radionuclide bone scan to eval uate bone
and j oi nt pat hol ogy.

2. Arthrogramto evaluate for rotator cuff tearing.

3. MR to evaluate periarticular soft tissues, including
the rotator cuff, capsule, and |abrum

4. El ectrodiagnostic studies (EME NCV) to evaluate for
neur ol ogi ¢ pat hol ogy.

FURTHER TREATMENT:

Further treatnent should be based upon the results of
addi tional evaluation. Surgically treatable pathol ogy can
be addressed with arthroscopy and/or open surgery.
Arthroscopy permts mnimally invasive surgery both to
confirma diagnosis and perform debri denent, excision, or
repair. The outcone of arthroscopic and open surgi cal
treatnment of specific diagnostic entities should be the
sane.

Post operative rehabilitation duration will vary with
art hroscopi ¢ and open surgeries. In general, arthroscopic
debri denment/acrom opl asty should resolve within 6 weeks of
therapy. Open repairs require nore prol onged therapy, but
shoul d be conpleted within 12 weeks of rehabilitation.
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Therapy follow ng arthroscopic repairs should focus
on regaining full range of notion, with progression to
strength and endurance exercises as soon as tolerated. Use
of strength and isokinetic equipnent is appropriate; use of
nodal ities other than ice is not generally indicated.

Therapy followi ng open repairs requires a nunber of
weeks with passive range of notion only (per individual
ort hopedi st protocol). A slower progression to regain
active range of notion and strength is then followed. Use
of equi pnment and job sinulated tasks are appropriate in the
| ater phase of treatnment. Short-termnodalities may be
i ndi cated when initially regaining range of notion.

Customary and usual therapy docunentation requirenents
woul d still prevail.

PROTOCOL HI STORY

Oi gi nal Passed: 9/ 1/ 92
Oiginal Effective 9/ 22/ 92
Repl acenent Protocol Passed: 6/ 9/ 98

Repl acenent Protocol Effective: 6/30/98
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